Paget's Disease of the Anal Canal Hugh Guerrier FRCS and I W Whimster MB In May 1954, a man of 68 years was referred to a dermatologist with a three-year history of pruritus ani. He was found to have patches of lichenification around the anus and was treated with local applications, amongst which crude coal tar figured prominently.
By October 1954 he was no better and then received superficial X-ray therapy. By June 1955 there was no improvement and a course of hydrocortisone ointment was given.
In September 1955 no improvement was present and a biopsy produced a histological report of extra-mammary Paget's disease and the whole lesion was excised locally in October 1955.
The excised specimen showed Paget cells within ,the epithelium of the whole lesion. In one area they were starting to invade the underlying connective tissue as an adenocarcinoma.
The patient was well for four years, during which time he was examined at monthly, threemonthly, and six-monthly intervals.
October 1959: Pruritus recurred. A small, superficially eroded reddened lesion was found at approximately the same site.
November 1959: A second biopsy showed a small focus of adenocarcinoma.
February 1960: Local excision: histology showed adenocarcinoma. Abdominoperineal excision ofrectum: histology revealed Paget's disease and adenocarcinoma of the squamous epithelium of the anal canal, and secondary adenocarcinoma in two lymph nodes. So far, twelve months later, there is no evidence of recurrence.
Primary Crohn's Disease of Rectum with Colo-vesical Fistula C Patrick Sames MS FRCS
Male, aged 33, Civil Servant March, 1959: Referred by consulting physician because of persistent diarrheea, urinary frequency and dysuria and, of late, pneumaturia and passage of fical material in urine. The diarrhoea had been present more or less continuously for ten years, about 6 stools a dayyellowish and occasionally streaked with blood. Admitted on two occasions for investigation and treatment.
Past history: Operated on for fistula-in-ano, first at the age of 12 with apparent success, and again in 1951 when the wound took about six months to heal. Following the operation he had remission from diarrhoea for some months. The fistula was reported as being 'tuberculous' on account of 'typical giant cells'. (At this time he had a brother undergoing treatment for pulmonary tuberculosis.) No history of tropical diseases. Examination revealed stenosis and rigidity of the anal canal. Perianal scarring on the right side, but no active ulceration or fistula formation. The sigmoidoscope revealed friable red granulations and could not be passed beyond 5 cm due to stenosis of rectum above. Abdominal examination revealed colon heavily laden with feces. Barium enema confirmed these findings. Pathology (Dr R Bishton) (1) Ascending and right transverse colon: Gross: Terminal 8 cm of ileum, cwcum, appendix and 20 cm of colon. The appendix is thickened. The proximal ascending colon shows a 6-cm length of severe narrowing due to white fibrous thickening of the bowel wall; the overlying mucosa appeared to be ulcerated. Another similar segment is present 9 cm farther on.
The cwcum, ascending and transverse colon all show mucosal ulceration and a heavy submucosal infiltration by lymphocytes, plasma cells and eosinophils. The mucosa of the appendix is intact and there is no inflammatory exudate in the lumen. A lymph node in the appendicular region shows several foreign body giant cells containing birefringent material.
(2) Anus, rectum and descending colon: Gross: This segment measures 32 cm in length and shows extensive mucosal ulceration, mural thickening and narrowing.
The rectum shows similar changes to the colon but the inflammatory reaction extends in places into the circular muscle coat. Autonomic nerves and ganglia are large and prominent.
A striking feature of these sections is the predominantly submucosal inflammation with an accompanying hypertrophy of the muscularis mucosm. No tuberculoid follicles are present in the bowel wall. Opinion: Ulcerative colitis.
Comment:
The histological differentiation of Crohn's disease and ulcerative colitis is notoriously difficult. In all humility, and with apologies to my pathologist colleague, I would like to suggest that on clinical grounds this case cannot be anything other than Crohn's disease, the major manifestation having arisen in the rectum with skip lesions in the right colon and jejunum. The earlier history of recurrent fistula-in-ano is also significant.
Basal Cell Carcinoma of Anal Canal C Patrick Sames MS FRCS
Woman, aged 48 24.10.58: Referred to hospital because of rectal bleeding at end of bowel action. On examination: A well-pedunculated tumour about 1 *5 cm across was found just within the anal canal. Sigmoidoscopy to 20 cm revealed no other abnormality.
5.11.58: Excision of pedunculated tumour with generous amount of the base. Tumour very friable. Histological report: A pedunculated basalcell carcinoma of anus. The base is clear of the tumour. (Sections were referred to Dr B C Morson, who confirmed the diagnosis but drew attention to the sinister prognosis and advised radical excision.) 24.11.58: Patient not anxious for more radical surgery, but in view of Dr Morson's report a further local excision was undertaken to check that the base was clear. Histological report: There are small pieces of rectal mucosa, fibrous tissue and granulation tissue. No evidence of basal cell carcinoma.
27.2.59: Local induration noted at site of previous excision. Biopsy showed some fibrosis in the submucous layer, with few nodules of basal cell carcinoma. The overlying mucosa was intact. 11.3.59: Abdominoperineal excision of rectum; terminal iliac colostomy. Liver normal to palpation.
Histology (Dr R Bishton): Gross: Anus, rectum and colon (overall length 22 cm). Just above anal margin there is an indurated small area which is slightly puckered but not obviously ulcerated. This shows intact ano-rectal mucosa with masses of underlying basal cell carcinoma some of which are cystic. These are infiltrating deep down through the muscle layers of the wall. Two small lymph nodes show reactive hyper-plasia and lymphaedema but they are not invaded by tumour. Subsequent history: Quite well until June 1960. By 21.10.60 there was enormous nodular enlargment of liver, ascites and gross cachexia, perineal scar firm and satisfactory; no local recurrences.
Pseudoxanthoma Elasticum: Severe Mel&tna from the Jejunum Treated by Resection C Patrick Sames MS FRCS Man, aged 81. Admitted because of frequent passage of black stools for the preceding three days. No significant history; no abnormal physical findings apart from obvious anemia. A tentative diagnosis of bleeding peptic ulcer was made. On admission the hxemoglobin was 48 %. Despite slow transfusion of five pints of blood the rectal bleeding persisted with passage of clots and dark red blood and the diagnosis was revised to one of possible diverticulitis. With further blood transfusion the hemoglobin was eventually raised to 70%, and the blood pressure to 100/50 and laparotomy undertaken. Laparotomy (three days following admission): No diverticulitis; no peptic ulcer. Spleen and liver normal. The whole bowel was heavily loaded with blood up to about the upper third of the jejunum, at which point there appeared to be a sudden cessation of blood in the lumen, the bowel above being normal. A sigmoidoscope was passed into the jejunum, but no significant lesion could be detected. 18 in. of jejunum was resected (9 in. above and 9 in. below the point where it was judged that the bleeding was occurring). Continuity of the bowel was restored by end-to-end anastomosis. The man made an uninterupted recovery, and has remained well ever since. Pathology: Normal-looking jejunum. Two random blocks showed normal histology. During convalescence it was noticed that around the umbilicus there were a few isolated minute yellowish subcuticular papules. Nil elsewhere. Ophthalmoscopy revealed no angioid streaks. Biopsy of skin nodules showed very large amounts of degenerate and fragmented elastic fibres in the dermis. The elastic fibres did not stain black with elastic-trichrome stain, but appeared as red fernlike structures (resembling ice crystals on a window pane). The appearances were consistent with pseudoxanthoma elasticum. Jejunumsupplementary histological report: In the light of the skin lesion a section of the intestine was stained for elastic tissue. All the arteries in the bowel wall showed that the normal thin internal elastic lamina is replaced by numerous thick rod-like fragments of elastic tissue, consistent with pseudoxanthoma elasticum.
